Squamoid eccrine ductal carcinoma (SEDC) is a subtype of malignant tumours of skin appendices, showing eccrine and apocrine differentiation. It is a rare tumour and making a histopathological diagnosis is difficult. Our patient was a 79-year-old male, presenting to our hospital with the complaint of a long-term persistent wound in the scalp. An excisional biopsy was performed due to a preliminary diagnosis of a pyogenic granuloma. However, the patient was diagnosed with squamoid eccrine ductal carcinoma. Although an excisional biopsy was performed, the tumour was present on the surgical margins. Consequently, the patient underwent an extended re-excision but the tumour was detected at the surgical margins again. We aimed to present this case as SEDC is a rare tumour.
quamoid eccrine ductal carcinoma (SEDC) is an extremely rare cutaneous tumor [1] . SEDC is clinically important because it is a potential for locoregional aggressiveness and metastasis. In histopathological examination, the tumour is biphasic with two different components, superficial and deeper areas showing different patterns. Therefore, superficial biopsies may lead to a misdiagnosis of squamous cell carcinoma (SCC) as the biopsy specimen will most likely be composed of tissues showing a squamous differentiation [2] . Herein we report a case of 79-yearold male patient with SEDC in the scalp.
CASE PRESENTATION
A 79-year-old male patient presented to our hospital with the complaint of a long-term persistent wound in the scalp. His medical history revealed that the patient had diabetes mellitus, chronic obstructive pulmonary disease, and benign prostatic hyperplasia. A protuberant, red, and ulcerated lesion of 1.2 cm in diameter was present on the scalp. An excisional biopsy was performed due to a preliminary diagnosis of pyogenic granuloma. In the macroscopic examination, a protuberant lesion of 1.2×1×0.4 cm in size, red in colour, and having an ulcerated surface was observed with its base adjacent to the surgical margins. The microscopic examination revealed lobules and tumour cell islets with squamous differentiation in the superficial areas ( Figs. 1 and 2 ). In the deeper areas, an infiltrative growth pattern and irregular cords were present. In the desmoplastic stroma, tumour cells were observed showing ductal differentiation ( Fig. 3 ). Mitoses were observed especially in areas with squamous differentiation ( 
4). No lymphovascular or perineural invasion was
observed. In the immunohistochemical examination; a positive reaction was observed with P63, CK5/6, and P53 in the area of squamous differentiation, and another positive reaction was observed with CEA and EMA at the area of ductal differentiation (Figs. 5 to 8). Based on the histopathological and immunohistochemical findings, a diagnosis of SEDC was made. A re-excision was performed because the tumour was present in the surgical margins. The second excision confirmed the diagnosis of SEDC, however, the tumour was detected in the surgical margins again.
DISCUSSION
SEDC is a rare subtype of malignant adnexal tumours showing eccrine and apocrine differentiation [1] . SEDC was first described by Wick and Swanos in 1991 as a sub-type of eccrine carcinoma showing squamous differentiation, which may be misdiagnosed as SCC, especially in superficial biopsies [3] . In 1997, Wong et al. used the term SEDC when they reported three patients [4] . Currently, there are 60 case reports with SEDC available in the literature.
SEDC is usually seen in the head and neck region, in males older than 80 years old, who had a medical history of sun damage to the skin. The lesions are usually in the shape of nodules or plaques, and ulcerated. The case reports in the literature define a tumour diameter in the range of 0.15-1.8 cm with a mean of 0.43 cm [1] . The tumour demonstrates an infiltrative and malignant growth pattern in the histopathological examination, extending beyond the surgical margins. There may be atypical pleomorphic cells and atypical mitoses. The tumour is biphasic with two different components, superficial and deeper areas showing different patterns. While the superficial areas mostly show a squamous differentiation, syringomalike basaloid, angulated, and tubular structures characterised with a more infiltrative pattern are mostly observed in the deeper parts [1] [2] [3] [4] [5] [6] [7] [8] . Therefore, superficial biopsies may lead to a misdiagnosis of SCC as the biopsy specimen will most likely be composed of tissues showing a squamous differentiation [2, 9, 10] . The differential diagnosis includes SCC, metastatic carcinoma, microcystic carcinoma with squamous differentiation, porocarcinoma with squamous differentiation, Merkel cell carcinoma, and benign neoplasms [1, 11] .
In the differential diagnosis of eccrine neoplasms, immunohistochemical tests usually involve S-100, EMA, CK, CEA, and p63. Glandular tissues typically stain positive for EMA and CEA, supporting the adnexal origin [1] . On the other hand, epithelial malignancies, including SCC, stain negative for EMA and CEA. SEDC staining negative for EMA and CEA in the squamoid differentiation areas but positive in the areas showing ductal differentiation is a critical supporting finding for making the diagnosis [1] . CK5/6 is a high molecular weight cytokeratin, expressed normally in the stratified squamous epithelium, in the myoepithelial cells of the secretory glands, and in the epithelial cells of the apocrine excretory glands. Positive staining for CK5/6 and p63 rules out a diagnosis of metastatic carcinoma [1, 2] . Although SEDC is recognized as a low-grade neoplasm, it is locally aggressive and bears a malignancy potential; therefore, it is an important clinical condition [1, 4, 12, 13] . Because SEDC is a rare tumour, less is known of its biological behaviour and optimum treatment. Currently, the largest series available in the literature has been reported in 2016. This case series with 30 patients reported a 25% rate of local metastasis and a 13% rate of metastasis, including three lymph node metastasis and a distance metastasis [14] .
CONCLUSION
In summary, we presented a patient with SEDC in this present case report. It should be recognized that there is a potential of making a misdiagnosis in these patients, especially with incisional or shave biopsies as these methods will collect tissue samples only containing areas with squamous differentiation but will exclude the parts of the lesion with ductal differentiation. These patients should be closely followed-up due to the high risk for recurrences.
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